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Abstract
Maintaining a physically active lifestyle has shown to decrease the risks of falling. But despite
the ability of maintaining an active lifestyle, research has recognized the development of the fear
of falling (FOF) as also attributing to the aging adults’ risk of falling. Furthermore, it increases
the risk of falling and subsequently increases the loss of independency. This study aimed to 1)
examine the relationships between the levels of physical activity, degree of FOF, and fall risk
using a quantitative approach; and 2) explore the changes of FOF and understand its cause using
qualitative approach. Data was collected from participants through various assessments including
the Rapid Assessment of Physical Activity (RAPA) for measuring physical activity, shortened
version of Falls Efficacy Scale-International (FES-I) for measuring FOF, and semi-structured
one-on-one interviews. Data collected from the initial assessments was analyzed using Fisher’s
Exact Test (the level of significance was P<0.05) and did not find association between RAPA I
or RAPA II with FOF. Furthermore, no association between RAPA I or RAPA II with FOF was
identified at the 6-month assessment. However, it was observed that in the 6 month follow up
assessments many participants maintained similar RAPA I results, but their flexibility and
strength training increased, as per the RAPA II assessment. When their FOF was measured in the
6 month follow up, many had lowered their level of FOF. This observation provided potential
evident that flexibility and strength training might lower the level of FOF, however, further
research is needed with a larger sample study and regression analysis. The importance of
maintaining a physical activity level has shown its beneficial output on an aging individual’s risk
of falling but flexibility and strength training played a key role on the individuals fear of falling
in this study.
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Background
Unintentional falls was ranked number one on the “Top 10 Leading Causes of Nonfatal
Emergency Department Visits” in the United States for individuals over the age of 60, according
to the Center for Disease Control (CDC) and Prevention WISQARS Injury Data (National
Center for Injury Prevention and Control, 2019). By way of this CDC report, it was learned that
over 3.6 million individuals belonging to that age group registered at an emergency department
facility to get treated for unintentional fall injuries in 2019 (National Center for Injury Prevention
and Control, 2019). Alarming enough, the year prior, over 90% of the 2.4 million emergency
department visits and over 700,000 hospitalizations were due to unintentional falls among older
adults (Briana Moreland, 2021). In all, it was estimated that in the United States, over 2.2 million
emergency department visits among older adults (aged ≥ 65 years) were due to unintentional
falls (Briana Moreland, 2021). Additionally, an increase of over 30% in death rates due to falls
between 2007 and 2016, landing it as the leading cause of injury-related deaths among older
adults (Burns & Kakara, 2018).
These figures not only represent a health and safety concern for aging older adults but
also implies a substantial economic burden in our healthcare system. Data analysis expresses a
substantial amount of medical costs resulting from falls among older adults. It has been reported
a medical cost estimation of approximately 50 billion dollars attributing to fatal and nonfatal falls
with individuals over the age of 65 in 2015 (Florence et al., 2018). Falls among older adults is a
growing health concern, not only because of its burden in the health industry, but most
importantly due to its correlation with superfluous mortality rates, loss of independence, and
reduced quality of life among aging adults.
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There are several risk factors that play a role on the logic for the increase of falls among
older adults. To begin, it must be mentioned that many older adults are hesitant in speaking with
their healthcare providers and families when it comes to their fall experiences or risks due to the
fear of losing their independence (Stevens et al., 2010). A report produced by Fresenius Medical
Care North America indicated older adults having more fear of losing their independence than
the fear of dying (Care, 2020). A past study examining the differences in seeking medical care
for falls identified that less than half of the study population who had previously fallen spoke to a
healthcare provider about it, and among them only about a third went on to further discuss fall
prevention practices (Stevens et al., 2012). This consequently may cause a lack of knowledge for
older adults to be able to recognize or address any barriers and/or risks that could be increasing
their chance of falling.
With time, the risk of falling increases due to normal changes of aging. Subsequently, the
musculoskeletal and skeletal system begin to undergo degenerative changes (Aging changes in
the bones - muscles - joints, 2020). Lean body mass decreases due to atrophy and loss of bone
density occurs with age; additionally, joints start to become more stiff, less flexible, and with
time the loss of cartilage occurs (Aging changes in the bones - muscles - joints, 2020). These
changes in due course conceive a multiple array of physical obstacles that come with aging.
More commonly, the risk of injury increases due to changes in posture, gait, and instability, and
subsequently having a direct effect on the individuals risk of falling (Aging changes in the bones
- muscles - joints, 2020). And though not reversible, several lifestyle adjustments can be made to
decrease the risk of falling, with maintaining physically active being one of the most effective
therapeutics (Stevens et al., 2010).
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Routinely physical activity has been shown to have a magnitude of benefits among the
aging population. It has proven to enhance and maintain mental and physical health, improve
cognitive functions, prevent disease, and lower the risk of falls, when naming a few
(Langhammer et al., 2018; SERVICES, 1996). Older adults who maintained higher levels of
physical activity increased the possibility of being able to continue living independently. And
even though lower physical activities such as gardening or walking may not have a substantial
effect on decreasing the risk of falling, it does carry a multitude of health benefits among older
adults (SERVICES, 1996; Sherrington et al., 2008).
Further research has shared that physical activity levels are not the sole justification for
unintentional fall occurrences among older adults. Despite the bodies physical determinant that
impact the risk of falling among older adults, the development of the fear of falling is
continuously gaining momentum as a key factor associated with falls in the literature of
healthcare and turns out to be more common as people age. First presented by Murphy and Isaac,
the “post-fall syndrome” was described as a development of an intense fear, and walking
disorder, to an ambulatory individual after experiencing a fall (Murphy & Isaacs, 1982). This
term has since been deciphered to “fear of falling” (FOF) and has been extended as possibly
affecting many aging older adults and not just those who have experienced a prior fall. Fear of
falling may be described as a persons diminished confidence towards their usual daily activities
due to the ideation that a fall will occur (Evitt & Quigley, 2004).
As previously mentioned, lack of physical activity has a direct impact on physical
instability among aging adults. Furthermore, an older individual suffering from an increased fear
towards falling will show a decrease in physical activity levels and subsequently increasing their
3

risk of falling (Sawa et al., 2020). Investigations have gone out to measure step counts among
community-dwelling older adults to measure their physical activity levels when comparing their
levels associated with FOF. And it was shown that those with moderate to high levels of FOF
had a significant lower step count than those with low levels of FOF, as well as lower levels of
physical activity (Sawa et al., 2020). This has also been observed not only on healthy aging
adults, but with aging older adults living with a disability. These individuals showed a decrease
in physical activity levels as well but due to their level of FOF rather than their fall history
(Matsuda et al., 2020).
Reduced contentment with life, increased frailty, decrease in mood, and increase in risk
of falling has been found to be associated with being moderately fearful of falling and those who
feared falling at a higher degree also lost interest in social activities and suffered physical
deconditioning (Arfken et al., 1994). It was also identified that women were more exposed to
developing a fear of falling when compared to men (Arfken et al., 1994). Interesting enough,
another article evaluated the development of FOF among older community-dwelling women and
concluded that 27% of the 313 individuals participating developed FOF after one year (Murphy
et al., 2003). Factors associated with the development of FOF included older age (aged ≥ 80
years), visual deficits, lack of emotional support, and inactive lifestyle (Murphy et al., 2003).
Several other factors have also been correlated with an older individual’s FOF. Without
taking gender into account, other factors contributing to the development towards FOF were lack
of physical activity, history of falls, medical history, frailty, and psychological disorders- more
significantly anxiety and depression (Arfken et al., 1994; Birhanie et al., 2021; Chang et al.,
2016; Pearson, 2019; Thiamwong & Suwanno, 2017). The logic behind how FOF attributes to
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increased risk of falling has been distinguished through several variables. One example is the
development of the “stiffening strategy”. Data has shown that those who suffer from FOF will
become stiff as a defense mechanism when faced with obstacles like raised heights, for example.
This action ultimately affects their range of motion and disrupts their posture and sway,
ultimately increasing their chance of falling (Young & Mark Williams, 2015).
Thorough research has been published exemplifying the importance of maintaining
physical activity with an ageing adult’s lifestyle to reduce their risk of falling. Furthermore, fear
of falling has also been identified as an independent key factor on an ageing adult’s risk of
falling. Many studies reveal multiple considerations with the aging individual’s lack of physical
activity levels, with FOF being a contributing cause. In addition, fear of falling relates to the
individual’s level of participation in physical activities which subsequently creates an association
with the individual’s physical function.
Though, studies exploring the correlation between FOF, and physical activity exist,
minimal information can be retrieved between the association of physical activity levels and the
degree of fear of falling among aging adults. Quantitatively, it is important to study the
relationship of an aging individual’s physical activity level and their level of fear of falling for
possible health recommendations to assist in decreasing this groups risk of falling. By collecting
qualitive data through one-on-one surveys from aging adults and being able to capture changes in
their lifestyle that have contributed to their decrease or progression with fear of falling, further
targeted interventions by health professionals can be made to lower older adults’ risk of falling.
Specific Aims
Aim 1
5

Explore the relation between the degree of fear of falling and physical activity levels
using quantitative analysis.
Aim 2
Explore the change in fear of falling after six months and understand the cause behind the
fear of falling using a qualitative method.
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Methodology
Design
This study was part of two R03 research studies, “Feasibility and Acceptability of the
Technology-based Fall Risk Assessments for Older Adults” and “Associations among Fall Risk
Appraisal, Body Composition, and Physical Activity in Older Adults” conducted by Dr. Ladda
Thiamwong and her colleagues. These two projects were approved by the institutional review
board of the University of Central Florida (IRB ID: MOD00001584). Quantitative and
qualitative data was collected through these research studies.
A mixed methods study employing the mixture of quantitative and qualitative data
approaches were used to further strengthen and enhance findings (Fig.1). Qualitative data was
supplementary to the quantified core data collected (Schoonenboom & Johnson, 2017). This
enhanced the understanding and association between the participants level of physical activity
and their level of concern with fear of falling.
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Figure 1. Research Design Diagram

Aim 1
Explore the relation between
physical activity levels and
degree of fear of falling

Aim 2
Explore the change of fear of
falling after 6 months and
understand the cause behind the
FOF

Collect Quantitative Data
a. Short FES-1
b. RAPA

Collect Qualitative Data
a. one-on-one interviews

Analyze Quantitative Data
a. SPSS software

Analyze Qualitative Data
a. Nvivo software

Merge qualitative and quantitative data results to
obtain a better insight on the association between
physical activity levels and the level of fear of
falling among older adults.

Participants
A minimum of 30 participants were recruited for the purpose of this study. The group of
participants were a mixture of male and female. Minority group participation was encouraged.
Inclusion Criteria
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Participants were enrolled by meeting all the following inclusion criteria: (1) aged ≥ 60
years, (2) community-dwelling adults, and (3) no marked cognitive impairment.
Exclusion criteria
Participants with the following were not able to enroll for this study: (1) a medical
condition precluding physical activities and (2) receiving treatment from a rehabilitation center.
Setting
Residents at Kinneret Apartments, an independent senior living housing community,
were recruited for their participation on this study.
Measurements
Quantitative measurements
Demographic survey
Participants completed a demographic questionnaire at the beginning of the studies
assessment. Several questions were addressed to better understand each participants medical
history, sociodemographic status, and fall history (Appendix A).
Falls Efficacy Scale-International
The participants fear of falling were assessed through the Falls Efficacy ScaleInternational (FES-I) (Appendix B). The revised short FES-I was utilized to minimize the
assessment burden on the participants. This questionnaire has been proven to be one of the most
reliable and effective measurement systems to accurately classify an adults fear of falling (Hauer
et al., 2010). With the short FES-I, the evaluation consists of 7 questions, reduced from the
original 16, all entailing the same four answer choices allowing the individual to select the
intensity of their fear of falling with respect to specific activities (Dewan & MacDermid, 2014).
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The four response choices range between “not at all concerned” and “very concerned” (Dewan &
MacDermid, 2014). Each question receives a score through a point system, which ranges
between 1-4 points. Depending on the answer choice selected, the score ranges with “not at all
concerned” receiving 1 point and “very concerned” receiving 4 points (Dewan & MacDermid,
2014). The points are then summed and referenced to a score sheet to properly classify the
individuals level of fear towards falling (Dewan & MacDermid, 2014). The score can range
between 7-28 points in which individuals scoring higher scores are considered having a greater
fear of falling compared to those with having a lower score (Dewan & MacDermid, 2014). Cutoff points have been established to classify everyone between three different categories for their
degree of concern towards FOF. Participants with scores between 7-8 points were classified as
having a low level of concern, moderate concern between score range of 9-14 points, and those
with high levels of concern towards FOF represented a score between 15-28 points (Delbaere et
al., 2010). This assessment was performed at the initial commencement of the study and then
again six months later.
Rapid Assessment of Physical Activity
Each participant completed the Rapid Assessment of Physical Activity (RAPA) to
measure their physical activity at the beginning of the study and then again six months later
(Appendix C). RAPA assessment was formulated by the CDC and consists of a total of 9 brief
questions. RAPA I relates to the first 7 questions which measures the individual’s aerobics
physical level, while the last two focus on measuring the individual’s anaerobic level and is titled
as RAPA II. RAPA II accurately measures the strength and flexibility of the older adult which is
important due to its significant relation with fall reduction in older individuals (Topolski et al.,
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2006). All nine questions are responded with either yes or no. Each answer of yes is given 1
point and each answer of no receives 0 points, with a possible range of 1-7 points belonging to
RAPA I (Topolski et al., 2006). With RAPA II, the 2 question assessment measures the persons
strength and flexibility (Topolski et al., 2006). The first question addresses strength training and
receives one point if answered with yes (Topolski et al., 2006). The second question relates to
flexibility and receives two points if answered yes, if both questions received a yes response then
a total of 3 points were added (Topolski et al., 2006). Through RAPA I, a score range between 1
to 7 points may be obtained; score of 1 classifies the individual as sedentary, 2 as underactive, 3
as under-active to light physical activities, 4 to 5 as under-active regular physical activity level,
and a score of 6 to 7 categorizes the individual as having a physically active lifestyle with
moderate to vigorous physical activities performed weekly (Topolski et al., 2006). For this study,
individuals were categorized between two groups, those who scored between 1 and 3 were
classified as having sedentary to low physical activity levels and those who scored between 4
and 7 points were considered to having a moderately to vigorous physical active level. These two
classifications correlate with the description of the five RAPA I physical activity levels. Due to
the low possibility of participation, keeping the five categories could restrict data analyses.
RAPA II will be analyzed as a separate variable when comparing the participants physical
activity levels with the level of concerns with FOF.
Qualitative Measurements
Interviews
One on one interviews were conducted with the participants six months after completion
of the study assessment. These interviews were conducted at the participants senior living facility
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in a private to semi-private setting. The purpose of the interview was to gain better understanding
of the participants perception of fear of falling and to analyze changes, if any, on the individuals
FOF. In addition, the participants were asked of any changes to their daily activities that
occurred due to their level of FOF and changes to their FOF due to any changes in their lifestyle.
The interviews were conducted with open-ended questions which were previously created to
facilitate the interview. These questions were developed after analyzing collected data from the
study.
Data Collection
Quantitative Data
Participants were recruited from a community-dwelling senior living facility, Kinneret
Apartments. Kinneret Apartments is in the Central Florida, Orlando region. Kinneret is a living
facility for independent seniors and offers various social activities and amenities to enhance the
lives of the aging community. After thorough explanation and receiving consent to participate
from the individual, they completed an assessment. Participants completed an assessment
collecting their demographic data, FES-I, and RAPA I & II at the commencement of the study
and once again six months later.
They were allowed to complete this in either paper format or electronically. The
assessment was provided in either English or Spanish to facilitate inclusion of various
backgrounds. The assessment only took the participants approximately 30 minutes to complete.
Qualitative Data
Participants were asked to complete a one-on-one interview 6 months after completion of
the study. Participants were provided with information on the 6 month follow up interview
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throughout the process of the study. At completion of the quantitative study and with their
consent, participants were contacted to schedule their six month follow up interview. Interviews
were recorded with the consent of each participant before beginning the interview session. The
discussion took between 10 to 15 minutes and the participant were allowed to skip any question
or end the interview at any time without the need of an explanation. At the end of the one-on-one
interview, the participants were given the opportunity to ask any questions they might’ve had.
Data Analysis
Quantitative Data
Once all the data had been collected from the participants assessments, it was processed
and analyzed using the SPSS Data software. SPSS software offers a comprehensive statistical
analysis and integration of data applications to interpret and analyze gathered information with
ease and flexibility. Participants level of FOF, physical activity levels, strength and flexibility
were compared and analyzed through this application.
Qualitative Data
Once interviews had been completed, they were transcribed. Interrelationships were
identified after the completion of all interviews with the assistance of the NVivo software.
NVivo software was used to assist in organizing and providing visual data representation to
identify key factors and interrelationships. NVivo is a qualitative data analysis computer
software which assists in organizing and analyzing data from qualitative measures, such as
interviews as performed through this study.
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Results
Demographic characteristics (N=32)
The demographic characteristics of this study was analyzed based on the initial number
of thirty-two participants. The results showed that 78% of the participants were female. 37.5%
non-Hispanic white, 43.7% Hispanic, 12.5% African American, and 6.3% Asian. About 59% had
at least a college degree, and about 66% of the participants reported their financial situation as
just enough. About 15% of the participants perceived their general health as fair or poor. About
69% lived alone, and 31% reported living with a partner or spouse. About 84% of the
participants reported not having any falls in the past year and of those that did only 3% suffered
an injury from that fall (See Table 1). In addition, 44% of them had high fear of falling (see
Figure 2), 56.3% had sedentary to low physical activity, and 37.5% did not participate in either
strength training or flexibility training or both (See Table 2).
Table 1. Baseline descriptive characteristics of the participants (n=32)
Variable
Age Mean (SD)
Min - Max
Gender
Female
Male
Race/Ethnicity
Non-Hispanic White
Hispanic
African American
Asian
Education Level
College or higher
High school
Lower than high school
General Health
Excellent
14

Number

Percentage

78.69 (8.57)

-

65-96

-

25
7

78.1%
21.9%

12
14
4
2

37.5%
43.7%
12.5%
6.3%

19
11
2

59.4%
34.3%
6.3%

1

3.1%

Very Good
Good
Fair
Poor
Financial Situation
Much less than adequate
Less than adequate
Just enough
More than adequate
Much more than adequate
Living Status
Partner or spouse
Family or friend
Alone
History of Falls in the Past Year
None
Yes
Quantitative Results
Injurious Falls in the Past Year
None
Yes
Fall risk appraisal group
Rational
Irrational
Incongruent
Congruent

15

9
17
4
1

28.1%
53.2%
12.5%
3.1%

1
3
21
7
0

3.1%
9.4%
65.6%
21.9%
0%

10
0
22

31.2%
0%
68.8%

27
5

84.4%
15.6%

31
1

96.9%
3.1%

9
7
5
11

28.1%
21.9%
15.6%
34.3%

Figure 2. FES-I initial assessment results for all participants (n=32).
Fall Efficacy Scales International Results - Initial

28%

44%

28%
Low FOF (7-8 pts)

Moderate FOF (9-14 pts)

High FOF (>14 pts)

Table 2. RAPA initial assessment results for all participants.
RAPA I Category

Frequency (n=32)

Percentage (%)

Sedentary to Low Physical Activity Level

18

56.3 %

Moderate to Vigorous Physical Activity Level 14

43.7%

RAPA II Category

Frequency (n=32)

Percentage (%)

None

12

37.5%

Strength Training

2

6.3%

Flexibility Training

4

12.5%

Both

14

43.7%
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Quantitative results (N=25)
Analyzed data was compared from the first assessment the participants completed to their
six month follow up. It is important to note that out of the thirty-two initial participants only 78%
completed the study. And 13 of 25 participants went on to complete the one-on-one interview at
the 6-month follow-up. For this study and its results, only the 25 participants that completed the
study were used to analyze the data.
Fear of falling
When looking at the participants FOF, the results showed an initial 32% of the
participants reporting a low level of FOF, moderate level of FOF was represented by 44%, and
24% reported having a high level of FOF. In the six month follow up assessment with the FES-I,
there was a decrease in the level of FOF witnessed. There was an increase to 52% of participants
classifying as low level FOF from the initial 32%. Those with moderate FOF decreased from
44% to 36% after six months. After six months, there was a decrease from 24% to 12% of
participants reporting having FOF at a high level (See Figures 3-4).
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Figure 3. FES-I initial assessment results for all participants who completed the study (n=25).
Fall Efficacy Scales International Results - Initial

24%
32%

44%
Low FOF (7-8 pts)

Moderate FOF (9-14 pts)

High FOF (>14 pts)

Figure 4. FES-I participants 6 month follow up assessment results (n=25).
Fall Efficacy Scales International Results - 6 Months
12%

52%
36%

Low FOF (7-8 pts)

Moderate FOF (9-14 pts)

18

High FOF (>14 pts)

Physical activity
The initial data with the RAPA I assessment showed a total of about 64% of the
participants having a sedentary to low physical activity level and about 36% of participants
having a moderate to vigorous physical activity level (See Table 3). Six months later the
assessment showed that the participants physical activity level had a slight increase. Those
representing sedentary to low physical activity levels decreased to 60% and moderate to vigorous
physical activity representation increased to 40% (See Table 4). These changes were minimal in
numbers and cannot represent a true change due to the number of participants that completed the
study in whole. With RAPA II, a substantial increase in strength training and flexibility was
observed. An increase of about 24% was collected from the data of participants participating in
both weight training and flexibility after six months. There was also a decrease from 32% to 4%
of participants reporting not partaking in weight training or flexibility.
Table 3. RAPA initial assessment results for participants who completed the study.
RAPA I Category

Frequency (n=25)

Percentage (%)

Sedentary to Low Physical Activity Level

16

64.0 %

Moderate to Vigorous Physical Activity Level 9

36.0%

RAPA II Category

Frequency (n=25)

Percentage (%)

None

8

32.0%

Strength Training

2

8.0%

Flexibility Training

3

12.0%

Both

12

48.0%
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Table 4. RAPA participants 6 month follow up results.
RAPA I Category

Frequency (n=25)

Percentage (%)

Sedentary to Low Physical Activity Level

15

60%

Moderate to Vigorous Physical Activity Level 10

40%

RAPA II Category

Frequency (n=25)

Percentage (%)

None

1

4%

Strength Training

1

4%

Flexibility Training

5

20%

Both

18

72%

Based on the Fisher’s Exact Test, there was no significant relationship between the
participants initial FOF and RAPA I (p=0.430) and RAPA II (p=0.858). As well as in the sixmonth follow up between FOF and RAPA I (p=0.126) and RAPA II (p=0.365).
Qualitative results (N=13)
Two themes were generated from qualitative data including
Theme 1. Being aware of their surroundings played a key role in their fear of falling
When participants were asked about the cause of their fall history, if any, mostly claimed
these were due to balance issues and a mixed response was received on their fear of falling again.
Some participants displayed no worries of falling again while others expressed some level of fear
of falling again due to their prior episode. In all, the individuals who expressed no fear of falling
was due to them maintaining awareness of their surroundings and physical capabilities.
Five of the thirteen participants interviewed claimed that being aware of their
surroundings played a role in their fear of falling. When participant # 18 was asked on why they
20

were not afraid of falling, they stated "Because I’m very aware of my surroundings and—to
prevent a fall.” Similarly, participant # 5 made similar comments and stated “I feel strong, and I
pay attention to what is going on around me. I make sure there are no chairs that I may fall over.
Sometimes the carpet has like a fold, and I am always watching out for all that. I’m relaxed.”
Theme 2. Knowing their physical limitations and being able to maintain their capacity to
perform their daily tasks contributed to minimizing their fear of falling.
All but one participant described themselves as maintaining a moderate to high physical
activity level. When asked why, most responded due to their ability to complete their regularly
daily tasks. Most participants also mentioned that their physical activity level has not been
affected due to their fear of falling. Participants mentioned this was contributed by their attempt
to maintain their daily activities and thus helping with decreasing their chance of falling.
Participants argued that the thought of falling has not affected their physical activity level but
rather the thought of getting hurt or due to a prior fall episode. One individual, participant # 12,
did express feeling a high chance of falling due to their high fear of falling. Participant went on
to state “Well, about the thought of falling has turned into terror. That is my fear. It has
overtaken me.” And expressed having talked to their doctor to get a walker to assist, which was
one of the two only participants that confirmed speaking to their healthcare provider about falls
or fall prevention. This same participant also showed an increase of FOF in their assessment but
an increase in physical activity as well.
Through these interviews it was collected that eight of the thirteen participants expressed
that their physical activity level does not affect their chance of falling. And all 8 claimed this was
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due to feeling strong and balanced. One participant mentioned “Cause I'm keeping—trying to be
active as much as I can. I feel confidence also.” And another participant had a similar response
stating, “Because I'm active, so I don't think that I would fall easily”. Interesting enough, these
same 8 participants reported having no recent history of falls but the remainder 5 that did report a
recent fall(s) claimed that physical activity does affect their chance of falling.
Participant #19 was classified as having a high level of FOF at the start of the study and
later at their 6-month assessment their level of FOF reduced to low. This participant relayed as
not having a fear of falling at their interview. When participant # 17 was asked the same
question, they stated “Because, you know, I have to—my age, and I have to be careful where I
walk or when I run.” and stated being afraid of falling even though they improved from high
level of FOF at the initial assessment to low level of FOF at their six-month assessment.
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Discussion

Observation from this study shows that the participants physical activity level had no
noticeable change throughout the six months. In contrast, even though the levels of physical
activity presumably maintained the same, the level of fear of falling had a drastic change over
time. From the original 6 participants that were classified as having a high level of FOF, 11 as
moderate, and 8 described as having a low level FOF; a total 22 were categorized to moderate or
low FOF levels at their six-month assessment. Another noticeable observation was the change in
strength and flexibility training through the RAPA II assessment. It may be possible to recognize
that there is a correlation with the participants increasing their level of strength training and
flexibility to their level of FOF. It can be implied that improvement in flexibility and strength
had a direct impact on the participants FOF and not necessarily due to their physical activity
level.
Throughout the six months between the initial and last assessment, participants were
encouraged at their living facility to participate in weekly exercise programs. Though not
mandatory, some participants did attend these exercise sessions to help improve their physical
activity levels. The exercises consisted of strength training, balance exercises, and flexibility.
From this program, participants who noticed a change in their physical activity level claimed to
feeling much better and stable as well as noting a decrease in their thought of falling. Several
participants had to decrease their physical activity levels due to medical reasons and those who
claimed no change in their physical activity level was due to them already having maintained a
daily exercise routine.
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Limitations
This study collected data which helps us better understand the level of fear of falling and
its correlation with the aging adult’s physical activity levels. In addition, it provided us with the
aging adults perspective on what affects their thought of falling and assists in the understand the
root cause of that fear. But limitations certainly did exist in this study. One limitation was the
participation size of the study. For further research, a larger scale of participants should be
included to grasps a much greater depth of understanding on the participants fear of falling when
correlating with their physical activity levels. Another limitation that was encountered was the
number of participants that completed the study, seven individuals were not able to complete the
six month follow up assessments. Furthermore, even though the RAPA assessment has been
proven to provide accurate criteria, no monitor to measure the participants physical activity was
used for the purpose of this study. Ideally, those with low levels of physical activity could be
recruited and their level of fear of falling measured as they increase their physical activity levels.
Moreover, a more sophisticated analysis such as regression model (i.e., a General Estimation
Equations (GEE) or a Generalized Linear Mixed Model (GLMM)) is needed to account for
repeated measures and confounders. Additionally, a more specific study design is needed to
untangle relationships between FOF and RAPA I or RAPA II. Participants also were recruited
from a senior living facility which offers and encourages physical exercise programs. Many of
the participants recruited attended these programs which could have affected the generalization
of the findings.
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Conclusion
From what can be gathered from this study, the individual’s physical activity level had no
direct correlation physically with their level of FOF. When analyzing the assessments, the
participants had no major change in their physical activity level even though a drastic
improvement was noted over time with their fear of falling. As observed from the RAPA II
results, it can be understood that the participants FOF improved not due to their change in
physical activity level but due to their flexibility and strength training improvement.
Psychologically individuals felt more sustained and confident on not falling as collected
from their interviews which could have a correlation to their FOF. If the individual is physically
active and in good health but fears of falling, that individual’s chance of falling can be affected.
And if the individual shows poor physical activity levels but maintains a positive outlook on the
thought of falling, the study shows that this may decrease the individuals fear of falling and
ultimately lowering their chance of falling. More research should continue to be worked on with
regards to the aging adults fear of falling to find a core element to decrease these incidents.
Medical professionals should continue and increase their interactions with aging adults on the
risk and cause of falls. Throughout the interviews, participants expressed not talking to their
medical team regarding falls or fall preventions. Many claimed being well informed already, not
seeing the necessity, and/or not having any history of falls. Medical teams should consider, if not
already, maintaining conversations with their aging patients regarding falls and fall prevention
with the expectation that these individuals be well informed and feel open enough to speak about
it.
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Appendix A
Demographic Survey
1. How old are you? _______
2. What is your sex?
o
Male
o
Female
3. What is your ethnicity?
o
African American
o
Asian
o
Hispanic
o
Non-Hispanic White
4. In general, how would you describe your current health as?
o
Excellent
o
Very Good
o
Good
o
Fair
o
Poor
5. What is your highest level of education?
o
Lower than high school
o
High school
o
College or above
6. How would you evaluate your current financial situation?
o
Much less than adequate
o
Less than adequate
o
Just enough
o
More than adequate
o
Much more than adequate
7. Who lives with you?
o
No one
o
Partner/spouse
o
Family/friend
o
other, please specify _____________________
8. How many times have you fallen in the last year? If the answer is none, please respond with 0.
_________________
9. How many of these falls caused an injury (causing you to limit your activities or go to see a
doctor)? _______________
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Appendix B
Fall Efficacy Scale International Assessment (short version)
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Appendix C
Rapid Assessment of Physical Activity Assessment
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Appendix D
Qualitative Interview Questionnaire
Short interview “Physical activity Level and Fear of falling”
Introduction: Thank you for taking the time to join a short interview related to your
physical activity level and the fear of falling. My name is ------- and I’m a research
assistant from University of Central Florida. This interview includes open ended
questions and will take about 5-10 minutes to complete.
Before we start, I would like to ask your verbal permission to record this conversation.
Please let me know your name:
1. Would you describe your physical activity level to be low to moderate or moderate to
high? Why?
2. In the past 6 months have you seen a change in your physical activity level? Why or why
not?
3. Do you feel your physical activity level affects your chance of falling? Why or why not?
4. Does the thought of falling stop you from performing any activities? Do you feel it limits
your physical activity level?
5. Are you afraid of falling? Why or why not?
a. If yes, would you describe your fear of falling as low, moderate, or high?
b. If yes, why do you think you are afraid of falling
6. Have you ever fallen? If so, what do you think caused the fall.
a. If yes, are you afraid of falling again?
b. If yes, did it change the time you spend in any of your daily activities?
c. If yes, did it affect your level of physical activity?
7. Have you ever talked to your doctor about any previous falls or about fall prevention?
Why or why not?
8. Is there anything you would like to share regarding your physical activity level and/or the
fear of falling?
Finally: Is there anything more that you would like to share your experiences related to this study
Thank you very much for your time & feedback!
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